ABSTRACT: This article explores women's reactions to public health nutrition work in Guatemala, looking specifi cally at multi-micronutrients, or sprinkles. This anthropological research was carried out in two rural communities in Chiquimula, one of which was in the Maya Ch'orti' region, during the 2017 seasonal period of scarcity. Taking as a starting point the limitations of a medicalised approach to malnutrition, this article discusses how multi-micronutrients are illsuited as a solution for child malnutrition in situations of precarity. Though they are designed to be physiologically eff ective in reducing nutrition defi ciencies in the body, they appear less useful once socio-economic conditions are considered. Women's experience with malnutrition emergencies will be explored to show how health decision-making must be understood in relation to their social context as well as to their expectations for the future.
'They gave them to me for my son; they said they are vitamins', said Lidia, 1 turning to me from where she was stoking the fi re, pointing to her boy outside on the patio hiding behind his older sister. Lidia is talking about sprinkles multi-micronutrient powder, a central element of Guatemala's strategy to reduce chronic child malnutrition, which is estimated at 46.5% of children under fi ve years of age at the national level (Comisión 2016) and over 70% in one of the districts where my research took place (ACF 2017) .
This article discusses how multi-micronutrients are ill-suited as a solution for child malnutrition in situations of precarity. Though they are designed to be physiologically eff ective in reducing nutrition defi ciencies in the body, they appear less useful once socio-economic conditions are considered. Here, I argue that a lack of interest in the product is due to poverty: supplementation does not make sense when families do not have enough food to eat. My research also suggests that mothers make health-related decisions not only in regard to what is practical or possible, but also with regard to what is worthwhile: 'worth' must be evident beyond a medical defi nition and include how health advice fi ts within people's fears and desires, and their visions for their families.
The article takes as a starting point the limitations of a medicalised approach to malnutrition. Using biomedicine to comprehend or treat life processes previously assumed to be social is o en referred to as 'medicalisation' ( Conrad 1992; Foucault 1973) . Critical scholarship on the medicalisation of hunger and on food scarcity (Harper 2014; Lock and Nguyen 2010; Scheper-Hughes 1992) can be used to raise questions regarding the relevance of Guatemala's nutrition programmes. From a policy point of view, the research here can be considered in light of the call for 'nutrition-sensitive' approaches in development aid and government programming which suggest that investing in areas such as agriculture, women's empowerment, and income-generation are crucial to improving nutrition, in contrast to narrower nutrition-| 25 specifi c programmes, which focus on immediate determinants such as adequate food and nutrient intake and disease burden (Ruel et al. 2013 ). The role of women's empowerment in relation to child health outcomes has been extensively debated in the development studies literature (Presser and Sen 2000) . Work on women's agency in health decision-making (Kabeer 1999) will be used to look at nutrition programming not only in terms of what is materially possible, but also how it responds to women's desires and motivations.
This anthropological research was carried out in two rural communities in Chiquimula, one of which was in the Maya Ch'orti' region, during the 2017 seasonal period of scarcity in conjunction with an Action Against Hunger (ACF) child and maternal health and nutrition project.
2 The opinions and experiences of 130 people were gathered through in-depth conversations held while participating in household chores, such as washing clothes or making tortillas, to capture women's own accounts within the context of their daily lives and social relations within the community. Informants primarily consisted of mothers with children under fi ve years of age, but they also included fathers, community authorities, teens and children, teachers, and healthcare workers. We largely relied on participant observation and semistructured interviews, but we also made use of focus groups and more formal interviews with certain actors.
Malnutrition in Guatemala's Dry Corridor
This research took place within a region that is known as Guatemala's Dry Corridor due to re-occurring droughts. Climate change leading to unpredictable precipitation has been noted to be threatening livelihoods in the area (MFEWS et al. 2009 ). The area is subject to regular seasonal periods of scarcity from May or June until August or September. Over 70% of families in Chiquimula are considered poor (SESAN 2017) , and this research was carried out in rural mountainous zones where poverty is concentrated, most of which pertains to the indigenous Ch'orti' region. Very few of the families in the research sites have their own land: most survive on subsistence farming of corn and beans on rented land, which can cover three or four months of family's basic food needs, and on day labour, which is sporadic and seasonal (MFEWS et al. 2009 ). Coff ee-harvesting is the most widespread income-generating activity; however, farmers report that opportunities have recently decreased due to the presence of disease in plantations in the zone. Agricultural labour typically brings in Q30 a day 3 ($4), or double that in more gruelling jobs, while those who are unable or unwilling to travel far beyond the village collect and sell wood for less than $3 a day. A United Nations Children's Fund (UNICEF) report cites minimum wage as $10 a day and calculates a basic daily food basket as costing almost $15 (UNICEF 2015) .
These communities are accessible by road but not many vehicles enter. Both do have primary schools and access to a health centre (although one has only been in operation for a few months and is almost an hour's walk uphill). Health services include the regular height and weight monitoring of children under fi ve years of age and a vaccination schedule. Families o en visit nurses, and some medicines are available, though both health staff and families complain of shortages in supplies. More complicated cases are sent to the village of Jocotán or the hospital in Chi quimula. Housing ranges from strong adobe constructions with covered patios, to huts of dried bamboo sticks, where the cooking area is barely sheltered from rainstorms and mud. Only a handful of the over 60 homes visited have latrines. Similarly, access to water is limited (in the worst cases, it is a two-hour walk), and while many women do boil water, they dedicate a whole day, every few days, to gathering fi rewood so that they can do so.
Guatemala's high rates of malnutrition are linked to poverty and inequality in the country (ASIES 2014). Relative access to food is a national issue, as a reduction in purchasing power over the last decade means that families cannot take advantage of the abundant food available in the country; the problem is most severe in rural and indigenous areas (ASIES 2017). Lack of investment in water and sanitation systems is also a crucial factor that has led to high rates of chronic malnutrition (ASIES 2017). Land concentration is increasing: at last measurement, over 92% of the landholdings (most are infra-subsistence and subsistence-size plots) made use of only 21.9% of the arable land (ASIES 2017: 182) . In the districts where this research took place, precarity is high because many subsistence farmers rent land to be paid with a part of the harvest and then become indebted when drought occurs. Farmers explain that they have lost their own land by failing to repay loans for inputs a er low-yield harvests (ASIES 2017). Chronic malnutrition rates are reported as higher amongst indigenous children (58%), children of women without education (67%) and children of the women in the lowest wealth quintile (65.9%) (Comisión 2016) .
Social indicators for Guatemala, in areas such as education, health and mortality are amongst the worst in the region, surpassed only by Haiti (ACF 2016). Despite having one of the highest GDPs in the Americas, Guatemala spends only about 2.6% of that on healthcare, the lowest percentage in Latin America (ACF 2016) .
At the national level, the nutrition challenge is one of chronic malnutrition, or stunting (low height for age), rather than acute, or wasting (low weight for height) (Chary et al. 2013; Martorell 2012) , which aff ects less than 1% of the population (MSPAS et al. 2017 ). The highest rates of stunting aff ect children aged 18-23 months, and the least aff ected are those under six months of age (MSPAS et al. 2017) , as stunting is generally traced to the shi from breastfeeding to complementary foods (Chary et al. 2013) . Nationally, almost 60% of infants under three months of age are exclusively breastfed, and in indigenous families this rate reaches just under 75% (MSPAS et al. 2017) .
From the early 2000s onwards, the government and international aid partners have focused on 'the fi rst 1,000 days of life' policies to coordinate eff orts to reduce stunting in early childhood (Chary et al. 2013) . As part of the government's strategy, the health system initiated widespread use of sprinkles in 2012, which were approved for all children from six months to fi ve years of age (MSPAS 2013) . Sprinkles contain iron, zinc, folic acid and vitamins (MSPAS 2013) and should be taken daily for two months, mixed with chopped or pureed food, and then be initiated again a er a four-month pause. However, the distribution of sprinkles has suff ered from a lack of continuity, and health centre staff in the area have reported that stocks had run out at the national level. Although the government has endorsed this as part of its strategy to fi ght malnutrition, low investment and weak government operativity has led to limited coverage, irregular supply and inconsistent monitoring (ACF 2016). In fact, none of the families connected with this research had received the supplements within the last few months, and even when we sought out mothers who had experience with sprinkles, most had only ever received one dose for a two-month period.
It is important to understand that in the villages where this research took place families understand the term 'malnutrition' in relation to acute rather than chronic malnutrition (the la er being a national priority). Rates of acute malnutrition in the research area are higher than average, and are measured by ACF to be at around 3% for children under fi ve years of age (ACF 2017) . Acute malnutrition can be a lifethreatening condition, and the drive to monitor and rescue children can be observed in the institutional focus in Chiquimula. If children at risk do not show improvement at home, health staff in the community must refer them to public nutrition recuperation services in district centres. Private nutrition recuperation centres also operate in the region, sometimes sending out teams to detect and monitor children at risk and interning emergency cases. Critical research suggests that droughts and subsequent crop failure in the early 2000s led to unprecedented media outcry and a political fl urry surrounding cases of severe acute malnutrition in children in the region (Mariano Juarez 2014; Martorell 2012) . Stunting, although a widespread national challenge, is less visible both on the body and in terms of the a ention it receives in Chiquimula.
Sprinkles and Food Scarcity
Lidia, introduced above, lives with her husband and fi ve children in a tiny two-room home in a community nestled on a hillside high above Jocotán. As we shucked the fi rst few beans of the harvest from a small parcel of rented land, her toddler snacked on buds of wild plant greens gathered nearby. Lidia received sprinkles from the health centre once last year, and has not seen the product since, but was not eager to receive them again in any case. 'Sprinkles cause malnutrition', she told me. 'I gave them to my boy, mixed with egg, and the egg was wasted. I didn't have another egg; what could I give him to eat?' Several mothers stopped adding sprinkles to food once they noted any rejection on the part of their child. Women report that babies consume sprinkles fairly easily, but that it becomes tricky for those over two years of age to eat: I mixed it in her food, and when she was just over a year, she ate it all. But later, when she was older, she noticed it, even if I didn't let her see it. She said, 'You put that stuff in my food!', and she didn't want to eat.
In another community, this one with views of the bustling city of Chiquimula spread far below, I went to visit Julia in her tiny hut with a spotless patio out front. I asked her about sprinkles. Her words contrasted with her warm smiley face. 'Oh yes', she exclaimed, 'I use them, but only if I have food. Otherwise, what can I mix them with?' Unlike Lidia, who received some fi nancial aid from an international organisation, Julia said she was not on the list. 'Last | 27 year, we received WFP. 4 This year, no. This year, we have to endure. We ate last year, thanks to them'. During these diffi cult months, they (Julia and her family) mainly eat tortillas (which, due to their consistency, are unsuitable for mixing with sprinkles). She points to her daughters, aged nine and six, who are playing with their sister, a giggling three-yearold: 'If there isn't much food, I tell the big ones: "You can resist, let the li le one eat"'.
Many women make fewer meals or ration out their tortillas. I was introduced to Reina, a young mother with a baby in her arms, at a community meeting, and a erwards I walked down the hill with her to her house. I asked whether I could give her a hand, as it was lunchtime. 'No, I am not cooking, because I don't have corn', she replied. 'I will cook when my husband comes back'. Having le to fi nd work for several days, she hoped he would return later that day. Reina and her neighbour cover periods of scarcity collecting wild greens. Her neighbour explained:
All week since my husband le , we have been eating quilate [wild greens]; I cook them in a bit of water and add some salt. Sometimes, I make tortillas because my children ask for them. We don't have money to buy beans. Last time we ate beans [was] when my husband was here.
I met Lidia, Julia and their neighbours in August, when the fi rst harvest was only just starting in some communities; this was in the season when job opportunities are few and far between. Climatic conditions during the last few years have led to crop failure and increasing precarity. One elderly woman, who raised her own seven boys nearby and now lives surrounded by her grandchildren, commented: 'This season of scarcity has always existed. People would look thin, and then they would recover. What has made it worse is the drought'. International organisations do not have enough funding to cover all families in need, and limited government aid arrived late last year, months a er the crisis had passed.
Women rely on family networks to survive, borrowing a handful of beans or sending a child to eat with grandparents, but fi ing sprinkles into a child's diet is not a priority in these vulnerable conditions. Women do not reject the product itself: in fact, several women insisted that they had fi nished their twomonth supply, mixing them with bananas when in season, that are o en grown beside their houses. However, many other women had given up trying. As one mother explained, 'I didn't fi nish them. My husband also said, "Why are you giving them to him, if then he doesn't eat his food?"' When food is scarce, it is not likely that mothers decide to persevere with sprinkles; rather, they choose food over supplements.
Illness and Malnutrition
Mothers report that they discontinued sprinkle use in the case of illness. In one mother's words, 'If the child has diarrhoea or a fever, how would we give it to them?' The community health outreach volunteer, herself a local mother, described the ever-present threat in the early years of life: 'Here, illness follows children; they always have something until they are about fi ve years old'. She told me, quietly, 'People I trust tell me that most mothers are throwing the sprinkles away … there is no result when children consume them. You can't see the diff erence'.
Many women labelled sprinkles as vitamins, and several had heard they were good for the brain or for their children's studies. But sprinkles, unlike vaccinations, medicines or even worm pills, were not categorised as relevant in responding to their concerns. Vaccinations are increasingly valued in the community, as women understand they prevent severe illness. When I met Maria just outside the church storage room, which was serving as a makeshi clinic where the nurse was visiting for the morning, she was very anxious, as her daughter's scheduled injection was refused because she had a fever that day. I joined the group of women waiting, holding their babies, and Sofi a explained to me, 'I don't come by obligation. Women come here of their own accord, because they want the vaccinations'.
As well as for vaccinations, women make use of the health services for cases of cough, fever and diarrhoea, though they complain that few medications are available. Many mothers also had sought help against severe intestinal worm infestations, and several confessed that they had started to administer worm pills on their own (as health regulations require children to be two years old).
5 'My son had a worm coming out of his nose, so I brought him to the health centre, but they said he was too small for the medication. They didn't want to give him pills, so I got money and I bought one for him. About ten worms came out, dead'. Her neighbour Glenda, an outspoken mother of six healthy-looking children, told me that, years before, her own boy had failed to gain weight and was threatened with internment, and that she had realised, in hindsight, that 'it was the worms. … Now I get the pills and slice off a bit for the baby too'.
Women are aware of the connection between constant illness and malnutrition: they note that sickly children are very much at risk: 'They say it's for lack of food that malnutrition gets hold of the body … but I say it's illness. Illness gives it to them'. Another mother told me that with the continual bouts of vomiting and diarrhoea her daughter lost what she did eat and could not gain weight. A doctor at the recuperation centre in town echoed this point. 'Most of all, it's due to illnesses', he said, referring to the cases of acute malnutrition that are treated at the centre. Health centre staff and policy experts (ASIES 2017) link illness with severe limitations in access to water and sanitation.
Malnutrition as Emergency
Women fear the cycle of illness, lack of appetite, subsequent malnutrition, and the threat of emergency that forces one to go beyond the village. Glenda, who I mentioned above, described her eff orts to ward off acute malnutrition:
My son was fi ne until he was six months old. Then he got ill. He vomited, had diarrhoea, on and off , until he was about three. A doctor came from Zacapa and said that he was going to take him away, take him from me. He gave me 15 days to see if I could get him to recuperate. It was a shock for me, I had to act. I got him out of malnutrition, giving him food, even though he did vomit. I got him to eat, to recuperate.
As one mother explains, 'One is not happy when her child is malnourished; rather, one is sad because of all the time spent in the hospital. If the child has malnutrition, there is risk of death, and you have to go to the health centre to rescue the child'. Illness that cannot be resolved locally is a threat to the family economy: 'Luckily, I have never had to go to the hospital; there, they don't give one food', said Julia. Margarita, an elderly woman, is still frustrated about her experience with her youngest daughter:
We don't know why she got that illness. They said it was malnutrition. They came to look for malnourished children, and they brought them to Chiquimula. … We were there 12 days, and I felt so worried because I had le small children at home. The worst was the medicine we bought with money from my husband's pocket, but that was what saved her.
Women interviewed were concerned about having to intern their child, about cost, and about leaving the rest of the family alone at home, but their descriptions also point to a concern about their own roles vis-à-vis that of the health services. Several were angry about losing control over health decision-making. Silvia, for one, did not accept that her son was labelled as malnourished, insisting that he could be treated at home:
They told me that my son was malnourished, but he wasn't. It was just that I got pregnant with my daughter and my milk dried up, so he got thin, but he wasn't malnourished. I got him to recover with incaparina 6 and eggs.
For villagers, malnutrition is associated with internment or hospitalisation; acute malnutrition is urgent and requires intervention and travel, and it implies costs and stress for the family. Ethnographic research in the area has described families' fears and the confl icts surrounding internment in nutrition recuperation centres for children deemed unlikely to survive at home, linking the increased incursion into homes to rescue severely malnourished children to the 2001 food security crisis in the area and the resulting national media outcry (Mariano Juarez 2014). Women described how the worry of having children taken away spurred them into action, and they reacted with resentment to the notion that be er care will be given to their children at the hospital.
7 Only a few families complained about the local health centre staff . However, complaints of verbal abuse and discriminatory treatment at public health centres have been documented in other regions of the country (Albizu 2015; Berry 2008; Chary et al. 2013) . Estela, for one, was still angry about her confl ict with a local nurse. As soon as I arrived to visit, she explained her case, indignant, while her daughter-in-law listened quietly in the other doorway, pushing a tiny baby in a hammock. Estela had resolutely refused her newborn granddaughter's hospitalisation (due to low weight), fearing the baby's death in the hospital and hating insinuations that the family would let the baby die at home. (In this instance, the mother could not breastfeed, so Estela, her mother-in-law, who had also recently given birth, fed both infants):
I only go to the health post for weight and height, and vaccinations, because I need their vaccinations, but not to see a nurse. I don't like that they say, 'Your child is going to die; it's your fault'. We don't have babies to put them in boxes!' [understood to be referring to coffi ns]
The community nurse o en resorts to pressuring families, fearing that if the babies die she will be held accountable. She told me about a case: 'Yesterday, a baby arrived almost cold, and I sent them to the hospital, and I yelled, 'Only you, not the Ministry of Health, not the nurse, not the doctor, are responsible for your babies!' Moral discourse circulates around | 29 the management of illness and malnutrition, and the death of children in the community. Sonia, proud of how she increased her son's weight, commented: 'It is an embarrassment to have a malnourished child. If one commits a crime, for example, if one's child dies in one's arms, one may have to even go to jail'.
Families are caught between healthcare workers' pressure to seek higher-level care outside the village and concerns that the care will imply unaff ordable associated expenses and that underfunded public institutions are incapable of resolving illness in any case. As an elderly man explained, When my son was sick, I took him to Chiquimula, and the doctor did an analysis, and said that with the prescription he would be cured. He gave me the prescription for the medicines. I le the hospital, I crossed the road, and I took the fi rst truck that was heading up here, and I returned because I did not have the money to buy the medicines. That's how it is. If you don't have money, there is no way. And my son died two days later.
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Families spoke about malnutrition or hospitalisation in ways that suggest a struggle to keep control while confronting circumstances beyond their means. Women are told that they are responsible for their children's health, and survival, and this they do not contest, but they live without the conditions necessary to meet their children's basic needs.
Sprinkles are not a part of the solution to emergency scenarios; they are for stunting. The fear of acute malnutrition makes it very diffi cult for stunting to be placed in people's lives as a concern. An InterAmerican Development Bank (IDB) report criticises the Ministry of Health for a shi in focus to 'scour the country' to look for cases of acute malnutrition, calling it a distortion in priorities in reaction to 'occasional outbreaks' of acute malnutrition in the Dry Corridor (Martorell 2012: 37) . In the communities I visited, malnutrition is understood and experienced very much in relation to this concern regarding acute malnutrition. Communication from health staff about why families should care about chronic malnutrition, what to do to about it, and even which children suff er from it, is inconsistent. On the one hand, while weight loss is easy to detect, stunting requires the plo ing of numbers on a curve, and in some communities this information is not shared until a later monitoring date, if at all. Advice for families with stunted children o en consists of reminders to wash hands and serve vegetables. Nurses told me that they rarely mention the importance of consuming animalorigin protein because they know families are unable to do so. One nurse in the district centre said that for the great majority 'it's too late' and that reducing stunting is 'very complicated'. Her colleague added that in fact it should be dealt with once girls are fertile, and asked out loud, frustrated,'But how can we reach all the adolescents, if we can't even reach all the mothers?', suggesting this was beyond the current capacity of the health system. During a visit to the regional health offi ce, in response to my concern that chronic malnutrition did not always appear to be a priority for health staff , the nutritionist observed: 'Remember that chronic malnutrition does not kill' (in contrast to acute nutrition). Eff orts to draw attention to stunting are also said to be hampered by widespread acceptance, even amongst some health practitioners, that Guatemalans are short by nature (Albizu 2015: 78; Chary et al. 2013 ).
Birth Spacing and Malnutrition
Sprinkles and advice on stunting were not at the forefront of women's concerns, and I found that many women made discreet reference to health advice they deemed much more crucial: birth spacing, or family planning. I cha ed with Luzmilda, a pregnant mother resting on a bench outside a well-kept kitchen, her daughters playing beside her in clean fl ower-print dresses. Calm and resigned, she recounted:
I have had nine children, but three have died. And yesterday, the nurse said the li le one has lost weight. It's because my milk is drying up with this pregnancy. She eats, but she needs milk too. They said to take her to Jocotán, but how am I going to go? I don't have any money.
Luzmilda's case introduces a discussion of the new way that health services and families are talking about malnutrition at the village level. As Luzmilda went on to tell me, she had hoped to avoid her current pregnancy: 'I went to get an injection, but the centre was closed, and just that next month I got pregnant again'. (The centre is an hour's walk up the hill, and staff are o en absent due to activities scheduled elsewhere.) This topic is taboo for many people. One mother with seven children told me quietly, glancing to ensure that her father-in-law out on the patio was not listening: 'Now I am using family planning, but the pastor doesn't know that I am taking care of myself, even if God does know all. Some women do it without even their husband's knowledge'.
Although the health centre staff say that rates of use are low (one nurse off ered an estimate of 40 us-ers out of 300 fertile women), family planning is a controversial topic at the community level. Some villagers described it as a sin, while for others the issue was not so straightforward. Several religious leaders said they were refl ecting on which is the worse sin: birth control or death from malnutrition, or in one man's words: 'not to have children or to have them in hunger'. Health centre staff are currently helping families see the link between 'spacing' and child health, especially for families that have suff ered the loss of a toddler due to a new baby being born soon therea er. One young mother told me: 'I got the injection a er my son died, from being thin, because of the new baby. I got it the same day'. Another mother said that she lost her newborn, who was very thin, and that her one-year-old son remained very small, as her breast milk was scarce: 'That is why I did family planning. My husband said, "Let's do it, we don't want our children to suff er"'. Women are learning of the risks of close pregnancies for the well-being of their children, who, in conditions of scarcity, are highly reliant on breast milk. (Children continue to consume breast milk as an important source of food up to one year of age and beyond.) Women do not buy infant formula for babies, due to its prohibitive cost. Although several young mothers told me how they had passed the nurse's information on to their husbands and had managed to start using contraceptives, others a empted to space 'naturally' (referring to methods such as watching their cycles), and that both methods have been mentioned to them as ways to avoid child health emergencies.
Education: A New Vision
Reactions to both sprinkles and birth spacing can best be understood by looking at strategies developed in the face of precarity, but they should also be considered in light of shi ing expectations or visions for family life. An ideal family, for most people I met, is a large family. A large family brings 'happiness' because one has company, and, as one mother in her thirties, pregnant, and with seven children, expressed, it is an economic decision: 'Will I have more children? Only God knows. We want children to work. They go out and earn money'. Even if fertility (average number of children per woman) is declining in Guatemala, from 5.7 in 1985 to 3.7 in 2015 (UNICEF 2015 , in the communities I visited large families are still common (the authorities report that village populations are rapidly increasing). Several women I met had nine or ten children, many had eight, and one of them was only 32 years old. However, for some, the logic of the large family is starting to shi . One younger mother explained that because her family was small the money her husband made was enough to feed them all and to ensure be er meals for their children. Another farmer, whose youngest brother had managed to fi nish training as a nurse, made the following comment:
I would like my children to become more than I am, that they manage to be professionals. I will fi ght for it. As well, I am thinking about family planning … I think with two children we are fi ne, maybe three. Any more, and it is diffi cult to educate them and it's hard to fi nd enough food. This is not the norm: most people, when queried, suggested that their children's lives would be similar to their own, surviving on seasonal agricultural labour while tending to their plot of land. As one father said, 'They will be here; they will be like me; they will look for a piece of land to plant'. However, this vision is under stress. A father of three admi ed: 'I see that each person will eventually have less land, and I think about education. We have to make an effort to get education'. This, unfortunately, is almost impossible under current conditions, as education beyond the sixth year of primary school is a real luxury. 'How will we pay for school if we don't have food?', said one grandfather, referring to the cost of books, uniforms, travel and school fees. In one of the communities where this research was carried out, only six students are currently enrolled beyond primary school, which is over an hour's walk away (there are about 70 students in the primary school).
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In the other community, which is even more remote, only one student was taking secondary school courses, and did so through a distance programme over the radio.
None of those enrolled in secondary education are girls, and both mothers and teachers linked this to the fear of sexual violence. A village primary school teacher complained that 'adolescents come to the school to bother the girls, to look at them. We beg the girls to go to secondary school, but they fear the walk'. As soon as their bodies start to change, many girls leave the village school. I only found one family that insisted that their daughters would continue beyond primary education. An air of hopelessness pervades the topic of further education, not only because it is unaff ordable and because there are fears surrounding safety, but because there is a lack of faith that further employment will later be found. Very few farming families have the resources, contacts | 31 or know-how to gain non-agricultural employment, and the isolation implied by this fact appears to be much more than the one-hour drive to the district capital. This is especially true for women. Both girls in elementary school and their mothers explain that the role of women is to be at home, 'making tortillas'. Many women I spoke to rarely leave the community, as men generally purchase food and even their wives' clothing.
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How is this relevant to the discussion on sprinkles? Investment in children has to do with the way that families envision their future within the limits of what they view as possible. In rural areas of the Peruvian Andes, I noted that mothers have begun to link intelligence and scholarly achievement with nutrition, which has shaped their response to public health messages (Gillespie 2017) . Despite all the limitations described above, some of these ideas are starting to circulate in rural communities in Guatemala. One mother told me that sprinkles would 'refresh the mind', and another had heard they would improve school performance. Several worried that an episode of acute malnutrition had le an impact on a child's development. As Laura observed, 'My son has been in the fi rst year of primary for three years; he doesn't pass. My husband said to let him leave school. … I think his mind fails him; his mind fails him maybe because of lack of food'.
While there is still a disconnect between the use of sprinkles and any observable benefi t for babies or families, family planning is trickling into conversations in some families, not only to ensure that babies thrive, but to ensure that the family itself thrives in the longer term. It will likely be those families that may, too, be able to make further use of nutrition information that comes their way.
Medicalisation and Women's Decision-Making
This research joins existing work on the challenges faced in making use of sprinkles. Evidence of the product's potential impact is well-documented ( Jack et al. 2012; UNICEF 2013; Zlotkin et al. 2005) , and they are increasingly adopted as part of nutrition programmes. They are now used in 50 countries (Tumilowicz et al. 2017) , and UNICEF (2013) recorded a ten-fold increase in demand from 2007 to 2012. However, a range of unforeseen diffi culties have come to light. While some trials did indicate initial acceptance on the part of caregivers, for example, in Bangladesh (Karim et al. 2006) , in other contexts, such as Peru, caregivers were reticent to continue use ( CreedKanshiro et al. 2016; Huamán-Espino et al. 2012) . A study in a refugee camp in Kenya captured mothers' concerns that they did not have enough food to meet their children's ensuing increased appetites (Kodish et al. 2011: 299) . Sprinkles in theory may work well on the body, but recent scholarship has found that, although the 'apparent simplicity' of the product was thought to be a central feature of its a ractiveness, in fact the successful use of sprinkles depends on a 'complementary feeding process that requires a complex set of caregiver behaviours and caregiverchild interactions' (Tumilowicz et al. 2017: 8) . Emily Yates-Doerr's work in Guatemala off ers important critiques of what she labels 'nutritional blackboxing', which is 'the process of consolidating technical and historically contingent ideas about nourishment and the myriad relationships surrounding dietary practices into seemingly unproblematic terms: a vitamin, a nutrient ' (2012: 294) and the mismatch between universal nutrition education messages and the messy reality of everyday life. As she recounts, a mother in a Guatemalan city commented that, even if considered nutritious, fruit sold on the street, cut with a possibly dirty knife or washed with contaminated water, may not be a healthier snack than a bag of chips for her li le children if she was not there to prepare the fruit herself (Yates-Doerr 2012). While in Chiquimula, I found that mothers doubted that an egg with sprinkles, le uneaten, had more food value than an egg without them that was consumed by a toddler.
Margaret Lock and Vinh-Kim Nguyen place these types of interventions in historical context by tracing the 'discovery of malnutrition ' (2010: 163) . They describe how colonial observation linking certain diseases with dietary scarcity, and later on work in refugee camps to standardise measurement techniques, opened the door for the new area of nutrition science, within which trials were developed to evaluate the impact of nutritional interventions on bodies (165). In this process, hunger and nutrition came to be redefi ned as clinical problems; populations could be rescued with the administration of nutrients, conceptually removing these issues from their roots in political or social disruption (168). Biomedical treatments may shi issues such as food scarcity to the sidelines, as in the case of the large-scale administration of vitamin A supplements that Ian Harper documents in Nepal (Harper 2014) .
Scholarship on nutrition policy also recognises that administering nutrients to the body does not function in isolation, as can be seen in the movement from 'nutrition-specifi c' to 'nutrition-sensitive' programming, which calls for investment in agriculture, social safety nets, early childhood development, and education to enhance nutrition interventions (Ruel and Alderman 2013) . Marie Ruel and Harold Alderman (2013) have argued that women's empowerment and income-generation and other such underlying determinants of malnutrition should be addressed. Policy actors and international aid experts in Guatemala now insist that, unless structural issues such as poverty and inequality (along urban-rural, ethnic and gender lines) and defi ciencies in education and job creation are addressed, it will be very diffi cult to signifi cantly reduce malnutrition (ASIES 2017) . This approach is evident on paper (Comisión 2016) , but it does not trickle down to operative actions on the ground. In fact, the authorities that I interviewed in the region of study focused heavily on behaviour change education as the solution to high rates of stunting in local communities. Health professionals' awareness of the fact that a lack of land, income, food and clean water complicate any adherence to behaviour change recommendations and undermine national strategies for reducing stunting was not shared by all government representatives. According to one district-level authority, referring to local villagers, 'they have food, and work, even if they don't own the land … but there they are dirty and messy'. Comments such as these point to families' habits as the source of the problem. Several policy actors in Guatemala mentioned that this a itude represents an intent to distance poverty from malnutrition, and studies are now being circulated that show instances where malnutrition has been reduced while poverty remains virtually unchanged, as working on behaviour change is easier than addressing the issue of salaries, for example.
11 The emphasis on enhancing nutrition education and the focus on the family as the point of responsibility for solving the problem partially enables offi cials to sidestep the issues of inequality, poverty and the inadequate functioning of the state.
An emphasis on education for behaviour change runs the risk of reproducing discriminatory social relations when families, due to a lack of capacity or resources, fail to react, opening the door to new externally imposed moral standards. Existing ways of coping collide with the expectations of health and development actors (Mariano Juarez 2014), as we saw from the nurse's frustration when very ill babies were not rushed to the hospital. This scenario echoes Nancy Scheper-Hughes's (1992) observations regarding the reality that the weakest children die in cases of extreme poverty and malnutrition in Brazil and how social norms grow to cope with it. When food scarcity is medicalised as malnutrition, the responsibilities of medical staff and their moral codes may collide with a local reality that is beyond what public health can solve. This, too, is reminiscent of ScheperHughes's account, in which she asks a health nurse why more is not done for malnourished children at the clinic, who in turn observes that there is not much she can do, saying: 'We can't prescribe food! ' (1992: 154) .
Malnutrition is a marker on the body of general lack of well-being and the impact of disadvantage. Public health monitoring and detecting of malnutrition are a er-the-fact actions, and only really make sense as part of a larger multi-sector approach.
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Sprinkles may very well prove to be helpful, but these kinds of initiatives can only work in conjunction with changes to material conditions; otherwise, they lose their legitimacy for the families involved.
In the context that I have described above, where mothers are focused on seeing their families through periods of food scarcity and the ongoing concern of child illness, they will, in their capacity, make use of any services that do come their way. As one elderly villager told me, 'We are poor here; we will take what we can get'. Margaret Lock and Patricia Kaufert's work on pragmatism in women's health decisions is a useful point of refl ection. As they explain, women's relationships with medical technology are 'usually grounded in existing habits of pragmatism … if the apparent benefi ts outweigh the costs to themselves, and if technology serves their own ends, then most women will avail themselves of what is off ered' (Lock and Kaufert 1998: 2) . Spacing has started to make sense, and sprinkles may too become worthwhile, for the less vulnerable families, who have started to see them as useful in the context of new visions for their children. As I said above, women must be able to use the product and they must be motivated to do so as well.
Discussion around motivation is central to understanding women's reactions to public health advice. Naila Kabeer (1999) understands agency as the capacity to defi ne one's goals and to act on them, and it includes the motivation, purpose and meaning that individuals bring to their actions. Keya Maitra (2013) describes a feminist agency that includes women's ability not simply to make choices, but to formulate them, implying an awareness, or a consciousness, of not just how things are, but of how they could be. I suggest that women's precarious conditions not only make sprinkles materially unsuitable, but also | 33 work to shape families' expectations for the future. Women's expression of agency in health decisionmaking is limited at various levels: while targeted as recipients of messages promoting individual behaviour change as a solution to child malnutrition, they lack the material conditions and o en the autonomy to carry out these behaviour changes. And at the same time, their goals, too, correspond to the stifl ing limitations imposed by the enduring structures of inequality with regard to access to services, resources and opportunities. As well as being diffi cult, the 'meaning, motivation and purpose' (Kabeer 1999: 438) surrounding sprinkles are intangible: they correspond to a problem or a vision still beyond what is voiced locally as a priority. Spacing, however, has begun to enter the nutrition discourse as a way for women in Guatemala to take some control of their situation, to more than just survive. It is being seen as a useful tool that be used within their specifi c, marginal socio-economic situation.
Conclusion
This article echoes scholarship calling for more indepth research on how nutrition outreach work fi ts within existing realities, and it adds further evidence for the position that without a ention to the outstanding issues of poverty and living conditions nutrition-specifi c work is of limited use. Parents fi nd themselves in an untenable position -they are fully responsible yet unable to fully respond. Despite families' eff orts to manage child illness and malnutrition in a context of poverty, they face constant challenges due to vulnerable living conditions, a lack of sanitation, and insuffi cient means to feed their family, let alone to earn a living. The distribution of an expensive product, sprinkles, within underfunded health systems only to go to waste raises serious questions about its inclusion as a central element. Furthermore, this research raises ethical questions about the distribution of sprinkles (which require food to be consumed) when the government's response to predictable food shortages exists largely on paper. Farming communities without land face an inviable future, and farmers are targeted with supplements for children's physical and cognitive growth. And yet access to education for these children, education which will help them gain new forms of employment, is all but impossible.
I have suggested that families' situations shape their reactions to new health information, not only in terms of their material capacity to respond, but also in terms of their expectations, or the meaning they can fi nd for new health information within their lives. The research se ing (Guatemala's Dry Corridor) has off ered a very interesting example of how some healthcare personnel have noted the real challenges and fears facing community members, and how in response to these fears and challenges families have begun to contest existing norms to make new health-related decisions (family planning) to avoid a downward cycle of illness, malnutrition and accompanying costs and crisis. Interest in medical options for birth spacing has grown, partly to avoid emergency, but it has entered some families' talk of a new vision for their futures. Sprinkles too may be found to have a logic in that sense, but this will require not only an increased visibility of the threat of chronic malnutrition, but an increased visibility of the people themselves as having a claim to resources and opportunities within the state.
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